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To prevent rigidity within teams in health care and to sup-
port teams in detecting early warning signs of decreasing
flexibility, a program has been co-created in collaboration
with mental healthcare teams. This program is intended to
systematically monitor team behavior, and by doing so to
facilitate team intervention. We aim to lay foundations for
the further development of methods that can help teams to
recognize and respond to processes going on under the
surface.
This paper introduces the program to the reader; and
describes its premises and the co-creation process, leading
to a program of nine steps. Then, it describes the applica-
tion of the program within a team, what a team needs to
use the program, and whether the nine steps are sufficient.
This pilot shows that the program is a helpful framework
within which teams can talk about rigidity, define indicators
of their flexibility, and think about appropriate actions and
interventions for maintaining or restoring their flexibility.
Team ownership and the customizability of the program are
important attributes. The program appears to provide a use-
ful framework that helps a team to observe and discuss pro-
cesses. Team members become aware of the indicators of
their team and make their goals explicit.
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1 | INTRODUCTION
“How do you prevent this successful team from becoming rigid in the future?” This question was asked by one of
the authors during a conversation with the manager of a high intensive care unit (HIC) in a Dutch mental health hos-
pital. As a pioneer in a new way of organizing and caring for people with a severe mental crisis, this team was very
successful. Their ward, their philosophy, professional attitude, and skills were mentioned in the national media. The
results were inspiring: they managed to reduce isolation and the use of forced care to a minimum. Many visitors
came to learn from them and this ward became an example for other hospitals. Why then this question about rigidity
in the future?
The answer to that question is that in a team working shoulder to shoulder and watching each other's backs,
there is a big risk of developing rigidity. Working in an HIC, which is an intensive and sometimes even threatening
environment, solidarity and loyalty are important. Too much solidarity and loyalty easily leads to decreasing criticism
and diversity.1,2 Teams have to balance between cohesion and diversity, flexibility and consistency, and individual
and group interests. Some teams tend to manifest rigidity, for example, in the externalization of responsibility, identi-
fication with a specific position, fixation on incidents, and other phenomena.3 To remain flexible, teams have to pre-
vent rigidity, groupthink, and decrease vitality in the long-term. This flexibility is important for the group and work
climate on the ward, the balance between control and trust, and the quality of care.4-6 But flexibility is a complex
and abstract concept for most of the team members, and it is difficult to perceive and counter slowly developing
rigidity in teams, especially from within.
With this in mind, a program was developed for teams to maintain and reflect on their flexibility.
This program consists of a set of meetings, procedures, and questionnaires, and is designed to systematically
monitor team behavior and by doing so to facilitate team intervention. With this program, we aim to help teams to
talk about rigidity, define indicators of their changes in flexibility, and think about appropriate actions and interven-
tions for maintaining or restoring their flexibility in a self-directing manner.
In this article, we describe how the program was co-created and adjusted, first with one mental health care team
and later in a pilot with nine teams. We explain the premises of the program and then describe how this leads to nine
steps by which the program is operationalized. Finally, we report on the first experiences with the program in the
pilot within nine (mental) healthcare teams. On the basis of this first pilot, we aim to find input for further develop-
ment and refinement of the program.
2 | PREMISES OF THE PROGRAM
As a first step in the development of the program, the basic premises were formulated. This section introduces these
premises. They formed the foundation for the first design of the program that was proposed to a selected team.
The first premise is ownership. A team takes responsibility for molding the process to its own needs and expecta-
tions on the assumption that this form of self-management and autonomy increases the motivation of team mem-
bers to use the program, and thus makes the use of the program more effective.7-9 This is translated into
customizability of the program. The team members formulate their own indicators, and they customize the frequency
of the questionnaire and the meetings based on their team goals and needs.
The second premise is early recognition. This consists of the quick identification of early warning signals and a
rapid response to prevent a problem escalating. This is based on studies on crisis management and team develop-
ment which emphasize the importance of the early recognition of unwanted developments2,10,11 and early warning
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signs of conflict.12-14 In the program, this is operationalized by the team in a meeting at which they formulate indica-
tors of the early warning signs of rigidity. The indicators are the basis of the recurring questionnaire with which the
team monitors itself.
The third premise is the division of the concept of flexibility into four “perspectives.” It concerns the complex-
ity and abstraction of the concept and the difficulty for team members to perceive and counteract processes
going on under the surface. These four perspectives are formulated in the program as reference points for explor-
ing different aspects and indicators of flexibility in a team. The literature makes reference to many categories of
behavior and dimensions of teamwork.15,16 In this program, the researchers and the first team decided to define
learning behavior, cooperation, decision-making behavior, and vitality as perspectives or a framework for
assessing flexibility.
The first perspective is team learning behavior. Learning is seen as a key antecedent of flexibility. Single, double
loop, and deutero-learning make quick adaption and implementation of knowledge possible.17,18 Scholars argue that
organizational learning leads to enhancement of the capability to recognize opportunities.19 Team learning in organi-
zations is defined as “an ongoing process of reflection and action” characterized by asking questions, seeking feed-
back, experimenting, reflecting on results, and discussing errors or unexpected outcomes of actions. 20
The second perspective is cooperation. Cooperation is defined in the literature as: “the willful contribution of
personal efforts to the completion of interdependent jobs.”21 It is seen as the opposite of conflict.22 Cooperation
is a central concept within teams and it is seen as imperative in defining team flexibility, since cooperation is the
most important variable in explaining team performance.23 Cooperation leads to flexibility via the following two
processes. Firstly, by enabling an organization to adapt quickly to changes in the environment, and, secondly, by
fostering flexibility in services or production, which leads to adaptive capacity to adjust to changes in the
environment.24
Decision-making behavior is the third perspective. Decision-making behavior is an important perspective in rela-
tion to team flexibility. This is because of the fact that decision-making behavior and processes are linked to effective
(self-managed) teams.25 The importance of decision-making behavior to achieving team flexibility is explained by the
potentially increased decision-making quality of groups versus individuals. This is because of the fact that teams are
able to take more information into account and (thus) make better-founded decisions.26 This is an advantage in com-
plex environments and situations where changes are frequent, where individuals will inevitably suffer from informa-
tion overload.27
The final perspective is vitality. Vitality refers to the degree to which a team and its members experience positiv-
ity and support from the environment in which they operate.28 Key concepts related to vitality are learning and
openness.29 Vitality leads to increased engagement of individuals and teams, and in turn to an increase in perceived
opportunities to learn and to better performance in difficult situations.29 More specifically, vitality provides teams
and individuals with the energy to correctly respond to novel situations and uncertainty, enhancing flexibility29 and
resilience with “the positive psychological capacity to rebound, to ‘bounce back’ from adversity, uncertainty, conflict,
failure ….”30 These perspectives are not all inclusive, but can be seen as factors for grasping the concept of
flexibility.18,24,27
The four perspectives render the abstract concept flexibility more concrete and make it more manageable for the
teams.
These three premises, together, establish a process of creating, doing, learning, and being adaptive. The first
author designed a first concept of the program on the basis of these premises and presented this to the high inten-
sive care team of a mental health institution, the team mentioned in Section 1. This team was looking for a way to
work on their team dynamics, and the team members, supported by their manager, were willing to experiment. A
workgroup of team members constructed, discussed, refined, and adjusted the steps of the program in two work ses-
sions. This co-creation process resulted in a program of nine steps that will be explained in the following section.
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3 | THE PROGRAM IN NINE STEPS
In this paragraph, we describe how the program is structured in nine steps (Figure 1), the key issues in every step,
and roles of the different stakeholders. The program has two phases. First the customizing phase in which the pro-
gram is set up and customized. Second, the continuous loop consisting of the process of monitoring, discussion, and
interventions. These phases and the underlying steps are described below.
Phase I Steps 1-3: Customizing the program per team
During the first three steps, the teams define and customize their own team-exclusive monitor. This takes one
session with the team.
1 Introduction session of the program
The program is guided by a “facilitator.” His role is to inform the team, support the team in directing and structur-
ing the process, lead the team sessions, prepare the questionnaire, write the reports, and support the team repre-
sentatives. In a 30-minute presentation, the facilitator explains the goals, the program, and potential value and
outcomes using a PowerPoint presentation. The team members decide whether they want to use the program or
not.
2 Start-up meeting: creating the questionnaire
In a “world café-like” session,31 the team collects indicators of flexibility for the four perspectives: learning behav-
ior, cooperation, decision-making, and vitality. The team members first collect “indicators”; the behaviors and feel-
ings regarding team dynamics that they can observe, and the behaviors relating to the four perspectives.
Subsequently, on the basis of the collection of indicators, the team formulates 24 statements as items for their
questionnaire (compiled in Google Forms). The respondents’ score anonymously on a 7-point scale from totally
disagree to fully agree on each statement.
3 Assigning and instructing representatives
The team chooses one or more representatives. The team representatives are the “linking pins” between team
and facilitator. They distribute the questionnaire, send reminders and reports to all the team members, stimulate
colleagues to submit their questionnaires, and they are the initiators and organizers of team activities and inter-
ventions. In a 2 hour meeting, the representatives are instructed by the facilitator. The steps are explained, and
the roles and tasks are briefly discussed.
F IGURE 1 The nine steps of the program
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Phase II Steps 4-9: the continuous loop
Steps 4 to 9 form a continuous loop, a 4- to 8-week cycle depending on the preference of the team. This loop is
the monitoring part of the program, and it supports the team in recognizing early warning signs and intervening when
necessary. The steps are:
4 The questionnaire is distributed monthly using Google Forms.
5 One week after the monthly deadline, the team members receive a report on the results.
This report shows:
• the response rate,
• a radar chart of the current results,
• a radar chart of the results of the previous period,
• the highest scores,
• the lowest scores,
• decreasing and increasing scores,
• an overview of all the scores per period
• an overview of all the scores per question, and
• the answers to the open questions.
6 The results are presented and discussed in team meetings.
7 The representatives initiate interventions in team sessions held for analysing the results, coaching, and designing
interventions.
8 An evaluation of the interventions in the team. This can lead to the adjustment of the interventions or new inter-
ventions as a contribution to continuous improvement.
9 Adjustment of the questionnaire. After 1 or 2 months, a session will be organized to analyse the first results. One
of the key issues is to evaluate the items and to adjust the questionnaire when needed.
In summary, the program provides teams with a set of procedures, forms, and techniques that, supported by a facili-
tator, can be used to monitor their flexibility in a structured and self-directing manner. It starts with phase 1 in which
the team members, on the basis of their team goals, define their team questionnaire covering their indicators of flexi-
bility. Monitoring these indicators in phase II by repeated use of the questionnaire supports the recognition of early
signs of rigidity.2,10,11 The reports are input for team meetings in which the members reflect on the insights and
feedback.
4 | THE PILOT: EXPERIENCES WITH THE PROGRAM IN PRACTICE
Subsequently, a pilot was conducted with nine mental health care teams in order to gather experiences on the use of
the program for guiding the further development of the program. This section describes the experiences of the
teams. We wanted to explore whether the nine steps offer sufficient support for teams to work independently with
the program, and how much support is needed.
The first team and their manager were co-initiators, starting this project together with the researchers. In the
three other teams, the program was introduced by the team manager as part of their HIC learning program, and the
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other five teams volunteered after a request from the researchers. The teams were introduced and guided according
to the nine steps program. In team meetings, and meetings with the team representatives, experiences were dis-
cussed and used for further development of the procedure, for defining the roles of the facilitator and the represen-
tatives, for structuring the meetings, and to refine working with the questionnaires and reports.
All teams work in psychiatric hospitals (Table 1) in the Netherlands in different settings, with either adult or juve-
nile patients. They are of different sizes, and some of the teams are self-organizing.
As intended, in phase I, the team customizes their own questionnaire and process during the first three steps,
and also later in phase II, some adjustments are made while working with the program. Examples of items adjusted
during the process are: the frequency of monitoring, some of the items in the questionnaire, ways to increase the
response rate, and how and when the reports are discussed. The following sections describe aspects that were rele-
vant to the teams in this method: roles and participants, collecting indicators and formulating items, meetings, the
questionnaire and reports, response rate, and anonymity.
4.1 | Participation and roles in the pilot teams
In all teams, one or two team members voluntarily took the role of team representative (in Dutch: “kartrekker”). In
some teams, non-verbal therapists and team managers also took part in the whole process and all the sessions. In all
teams, the manager and/or team coach received the reports, and in most teams, they participated in the discussion
of the results.
Clinicians such as psychologists, psychotherapists, and psychiatrists chose not to participate in the sessions of
any of the teams. They argued that they work in more than one team. In some teams, this was a subject of discus-
sion; some team-members argued that team-flexibility is a fundamental aspect of the whole multidisciplinary team.
Because of the premise that teams are the owners of their program, the decision on participation was taken by the
teams themselves.
The role of the facilitator appears to be important. During the pilots, the facilitator-role was fulfilled by an experi-
enced trainer/coach. Guidance and assistance were needed to work with the nine steps program. His attendance
was requested to guide the start-up meeting and also later to support and supervise the representatives.
4.2 | Collecting indicators and formulating items
In the first team, the indicators were collected by a small workgroup. In an evaluation, the workgroup members
suggested involving a larger delegation or, when possible, the whole team. In the subsequent teams, this was
TABLE 1 Overview of teams
Team Org. Target group Size Setting Self-organizing Initiative for program
1 A Adults 43 High intensive care No Team + manager
2 B Adults 20 High intensive care No Manager
3 C Adults 7 Outpatient care Yes Team
4 C Adults 14 Outpatient care Yes Team
5 C Juveniles 9 Inpatient care Yes/no* Team
6 C Juveniles 10 Inpatient care Yes/no* Team
7 A Adults 39 High intensive care No Team + manager
8 B Adults 25 High intensive care No Manager
9 B Adults 28 High intensive care No Manager
*Teams 5 and 6 started as self-organizing teams. Later in the process a manager was assigned.
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presented as an option, and most teams chose a delegation or a plenary session. Two teams (5 and 6), for practical
reasons, worked together in a cooperative session and made one set of indicators for both. Their questionnaires are
identical. Several teams asked for examples of indicators. In these cases, the facilitator provided some examples from
other teams.
4.3 | Meetings
During the start-up meetings, the team members stated that their awareness of some implicit assumptions had
increased. The team members' criteria on learning, cooperation, decision making, and vitality also became explicit,
and, by naming the indicators, team members were more readily able to recognize and act on them. There were sev-
eral team discussions about processes going on under the surface.
Variations emerged during work with the program, for example, teams organized different follow-up meetings.
Some teams preferred to work in team sessions at the design stage, whereas other teams chose meetings with dele-
gations or representatives. Most of the teams discussed their reports as part of regular team meetings, while others
used the program as the central theme of teambuilding sessions.
4.4 | The questionnaire and report
Most teams use their questionnaire monthly, but two teams use longer intervals (6-12 wk). The team members indi-
cate that the report provided sufficient input for analyses but was difficult for some members to read. That is why
the design of the report was improved during the pilot and more graphic elements were added. Other additions were
the headings “increased,” “decreased,” and “highest” and “lowest” scores.
4.5 | Response rate
A point of attention in the teams is the average response rate (RR) of 62% to the monthly questionnaire, and the
need for reminders from the representatives to get enough response.
For this team-exclusive questionnaire, the representatives expect a high RR realizing that the RR here is not
about the validity but is seen as the level of participation and commitment of all of the team members in the pro-
gram. The RR in itself is seen as an indicator. In an effort to increase the RR, team members were encouraged and
reminded by the representatives to fill in the questionnaire. In general the RR to questionnaires is a major concern
for researchers. An RR of 35% is average for organizational respondents, and is still declining over the years.32,33
4.6 | Anonymity
The subject of anonymity was discussed in several teams. The program questionnaire is submitted anonymously, and
no data is collected about the respondent; only date and time are registered. Some team members argued that the
response and also the substantive exchange of perspectives would benefit when the respondents are known. Others
defend anonymity as an important condition for getting reliable and truthful answers. In all teams, the facilitator
maintained the anonymity, knowing that, in the case of some team mechanisms, cohesion and conformity limit the
freedom of individuals.8
5 | DISCUSSION
In this article, we have described a program for teams to maintain and reflect on their flexibility by discussing the
premises of the program, the program in nine steps, and the first experiences of teams with the program. Knowing
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that team members who work shoulder to shoulder and watch each other's backs are at risk of developing rigidity,
we aimed to help teams to prevent this. In the program, team members define, in a self-directing manner, indicators
of their changes in flexibility. The program is intended to facilitate teams to talk about rigidity and take appropriate
actions and interventions to maintain or restore their flexibility. We aim to lay foundations for the further develop-
ment of methods that can help teams recognize and respond to these processes going on under the surface. We
explored whether the program, refined and co-created with the members of the first team, offers sufficient support
for the nine teams to work independently. The question was discussed of what the teams need to work with the pro-
gram, and whether the nine steps provide enough guidance. The pilot shows that the steps are a helpful framework,
but that more guidance is needed. The (partly) self-organizing teams use the program for “self-managed” team devel-
opment and for solving team issues.
As first premise, we mentioned that the teams own their program, and this appears to be a significant factor. The
pilot teams customize the program, formulate their items, and fill in their questionnaires at different frequencies,
and, by doing so, create awareness and commitment. Teams vary in the way they collect indicators: the role of a
workgroup or representatives, the frequency and setting of the sessions, the frequency of the questionnaire, and the
interventions. This variation is in accordance with premise one mentioned as a unique and essential characteristic
and as a motivator for teams to participate. In the further use of the program and the way it is implemented, its flexi-
bility and customizability are important features. Several teams asked for examples or a catalog of indicators, but this
is probably a pitfall. Although formulating the indicators and items for the team-exclusive questionnaire is an inten-
sive process, it is important for the commitment and the awareness of the team members.
The program reports helped the teams to perceive early warning signs, and this confirms the second premise,
early recognition. The reports helped the team members to talk about rigidity, define indicators of their flexibility,
and to think about appropriate actions. Team members report an increasing awareness, and the fact that processes
going on under the surface became more explicit. Nevertheless, it seems that executing the actions and responding
to the early warning signs is still very difficult. The help of the facilitator was also needed here. The question was
raised of whether a managed or self-reorganizing team is capable of handling these complex mechanisms by itself?
The effects of the program as such, used by a team without guidance, remain unclear. Research with more teams,
over a longer period and with variations in the way the program is facilitated, can give insight into the level of guid-
ance that is needed. In the pilots, the facilitator had an important role, and the results of the program depend partly
on his interventions. Apparently, the mental health workers, experts on human behavior and mental processes, also
need help in these matters when it concerns themselves. Perhaps, the self-managing teams do require support from
outside the team, for example, by a coach or supervisor. The question is whether the failure of a number of
implementations of self-managing organizations in the Netherlands is related to this. This question needs more
attention in future research. Other professionals such as psychologists, psychotherapists, and psychiatrists could
offer their expertise, but do not always see themselves as part of the team. They did not participate in the pilots. We
note that the influence of the teams on the decisions of the psychologists, psychotherapists, and psychiatrists is lim-
ited. In some teams, the members had to accept their choices. Nevertheless, they could have a valuable influence on
team processes because they have a detached view.
The third premise is the division of the concept of flexibility into four “perspectives.” Teams use some of the
same indicators in connection with different (or even several) perspectives. Moreover, several indicators and condi-
tions are central to all four perspectives. Because of the prevalence of these indicators in all perspectives, one could
argue that perspectives are superfluous because their contents do not arise specifically from any specific perspec-
tive, but they are central to teamwork in general.34 In line with the aforementioned, one could argue for removing
the perspectives from the program altogether. However it appears that making behaviors explicit in indicators is an
important premise. This is the first step in getting teams to understand how to use the program, and depends upon
these four perspectives. It provides a guideline and foundation for creating indicators; the use of perspectives pro-
vides the teams with a sense of structure which is important for balancing the flexibility and consistency of the
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method itself. 18 This leads to the conclusion that the use of perspectives is a helpful part of the process because it
provides a framework.
From a scientific point-of-view, the use of the non-validated customized questionnaires might be seen as a draw-
back of, or even a flaw in, the program as it is hardly possible to compare the results of different teams. Generaliza-
tion on the basis of the results is difficult. However, it should be noted and kept in mind that this program is not
intended as a research instrument for measuring the flexibility of teams. Nevertheless, it would be interesting to
undertake further research into the effectiveness of the program. Another possible step is an evaluation of the pro-
gram: how did it work for the teams and in which context?
A limitation of the pilot might lie in the combinations of roles; the researcher is also the implementer. This dual
role is a characteristic of the action research approach, and is not necessarily or only a weakness, but can also pro-
vide different insights35 and lead to practice-based development.36
6 | CONCLUSION
The pilot shows that the program and the associated forms and reports are a helpful framework for teams to talk
about rigidity, to define indicators of their flexibility, and to think about appropriate actions and interventions for
maintaining or restoring their flexibility. The four perspectives not only offer a way to define early warning signs but
also provide input for learning loops by showing the results and the following steps for reaching the goals and
improving quality. Team ownership and the customizability are important attributes of the program. The pilot also
shows that the teams need more help with the nine steps themselves. Ownership is important but not sufficient for
taking responsibility as a team. The guidance of a facilitator during the process is needed.
The first results are encouraging. The program supports a team in observing and discussing processes going on
under the surface. Team members become aware of their team's indicators, and make the ideals and goals explicit.
But there is still no answer as to whether the program can help a team take responsibility for these kinds of pro-
cesses in a self-directing manner: does it help to cope with difficult team mechanisms? Further research and develop-
ment are needed to find ways of helping teams to invent and implement interventions independently. In the typically
unstable, and sometimes threatening, environment in which the teams work, they can use all the help they can get. If
we can maintain flexibility, rigidity is no longer an issue.
ACKNOWLEDGEMENTS
This project was made possible through the collaboration of Tilburg University (Tranzo), the Institutes for Mental
Healthcare of Eindhoven (GGzE), of Tilburg and Breda (GGz Breburg), and of Almelo, Zwolle, and Deventer
(Dimence), Erasmus School of Health Policy and Management (ESHPM), Erasmus University, and Trifier BV. This pro-
ject is partly funded by the “O&O fonds GGz” in the Netherlands. The authors wish to thank all team members who
participated in the project.
ETHICAL APPROVAL
Data collection started after permission was granted by the Ethics Review Board (ERB) of theTilburg School of Social
and Behavioral Sciences,10 April 2017.
ORCID
Frank W.R. van Gool https://orcid.org/0000-0002-5398-0570
Joyce J.P.A. Bierbooms https://orcid.org/0000-0003-2624-1673
VAN GOOL ET AL. 9
Inge M.B. Bongers https://orcid.org/0000-0002-2885-3537
Richard T.J.M. Janssen https://orcid.org/0000-0003-1032-7501
REFERENCES
1. Staw BM, Sandelands LE, Dutton JE. Threat rigidity effects in organizational behavior: a multilevel analysis. Adm Sci Q.
1981;26(4):501-524.
2. Kamphuis W. Teams under threat: uncovering and overcoming rigidity effects. Soesterberg, The Netherlands,: TNO
Human Factors; 2010.
3. Senge PM. The Fifth Discipline: The Art and Practice of the Learning Organization. Revised Edition Ed. London: Random
House; 2006.
4. Van der Helm G. First do no harm. Living Group Climate in Secure Juvenile Correctional Institutions 2011.
5. van der Helm P, Klapwijk M, Stams G, van der Laan P. “What works” for juvenile prisoners: the role of group climate in
a youth prison. J Child Serv. 2009;4(2):36-48.
6. Bowers L. Safewards: a new model of conflict and containment on psychiatric wards. J Psychiatr Ment Health Nurs.
2014;21(6):499-508.
7. Kotter JP. Accelerate: Building strategic agility for a faster-moving world: Harvard Business Review Press; 2014.
8. Borkowski N. Organizational Behavior in Health Care. 2nd ed. Jones & Bartlett Learning: London, United Kingdom; 2011.
9. Pink DH. Drive: the surprising truth about what motivates us: penguin; 2011.
10. Hsiung CM, Luo LF, Chung HC. Early identification of ineffective cooperative learning teams. J Comput Assist Lear.
2014;30(6):534-545.
11. Curlee W, Gordon R, editors. Leading through conflict in a virtual team. 2004 PMI Global Congress Proceedings New-
town Square: Project Management Institute; 2004.
12. Fluttert F, Van Meijel B, Van Leeuwen M, Bjørkly S, Nijman H, Grypdonck M. The development of the forensic early
warning signs of aggression lnventory: preliminary findings: toward a better management of inpatient aggression. Arch
Psychiatr Nurs. 2011;25(2):129-137.
13. Kaplan SG, Wheeler EG. Survival skills for working with potentially violent clients. Social Casework. 1983.
14. Van Gool FWR, Van Agtmaal M. Crisisontwikkelingsmodel 2.0. Nurse Academy GGZ. 2017;2–2017:38–43.
15. Mickan SM, Rodger SA. Effective health care teams: a model of six characteristics developed from shared perceptions.
J Interprof Care. 2005;19(4):358-370.
16. Rousseau V, Aubé C, Savoie A. Teamwork behaviors a review and an integration of frameworks. Small Group Res. 2006;
37(5):540-570.
17. Argyris C. Single-loop and double-loop models in research on decision making. Adm Sci Q. 1976;21(3):363-375.
18. Volberda H. De flexibele onderneming: strategieën voor succesvol concurreren. Deventer: Kluwer; 2004.
19. Lumpkin GT, Lichtenstein BB. The role of organizational learning in the opportunity-recognition process. Entrep Theory
Pract. 2005;29(4):451-472.
20. Edmondson A. Psychological safety and learning behavior in work teams. Adm Sci Q. 1999;44(2):350-383.
21. Wagner JA. Studies of individualism-collectivism: effects on cooperation in groups. Acad Manage J. 1995;38(1):
152-173.
22. Kozlowski SW, Bell BS. Work groups and teams in organizations: Review update. 2013.
23. Cohen SG, Bailey DE. What makes teams work: Group effectiveness research from the shop floor to the executive
suite. J Manag. 1997;23(3):239-290.
24. Schalk R, Curs¸eu PL. Cooperation in organizations. J Manage Psychol. 2010;25(5):453-459.
25. Alper S, Tjosvold D, Law KS. Interdependence and controversy in group decision making: antecedents to effective self-
managing teams. Organizational behavior and human decision processes.1998. p. 33–52.
26. Baron R, Kerr N. Group process, group decision, group action 2/E McGraw-Hill Education (UK); 2003.
27. Priem RL, Harrison DA, Muir NK. Structured conflict and consensus outcomes in group decision making. J Manag.
1995;21(4):691-710.
28. Rutherford P, Lee B, Greiner A, Gordon AB. Transforming care at the bedside. Institute for Healthcare
Improvement2004.
29. Forrester R, Drexler AB. A model for team-based organization performance. The academy of management execu-
tive.1999. p. 36–49.
30. Luthans F. The need for and meaning of positive organizational behavior. J Organ Behav. 2000;695-706.
31. Nistelrooij ATM, de Wilde R. Voorbij verandermanagement: Whole Scale Change, de wind onder de vleugels: Kluwer;
2008.
10 VAN GOOL ET AL.
32. Baruch Y, Holtom BC. Survey response rate levels and trends in organizational research. Hum Relat. 2008;61:1139-
1160.
33. Anseel F, Lievens F, Schollaert E, Choragwicka B. Response rates in organizational science, 1995–2008: a meta-analytic
review and guidelines for survey researchers. J Bus Psychol. 2010;25(3):335-349.
34. Jones A, Jones D. Improving teamwork, trust and safety: an ethnographic study of an interprofessional initiative. J
Interprof Care. 2011;25(3):175-181.
35. Trondsen M, Sandaunet A-G. The dual role of the action researcher. Eval Program Plann. 2009;32(1):13-20.
36. Glasgow RE, Green LW, Taylor MV, Stange KC. An evidence integration triangle for aligning science with policy and
practice. Am J Prev Med. 2012;42(6):646-654.
How to cite this article: van Gool FWR, Bierbooms JJ, Bongers IMB, Janssen RT. Co-creating a program for
teams to maintain and reflect on their flexibility. Int J Health Plann Mgmt. 2019;1–11. https://doi.org/10.
1002/hpm.2855
VAN GOOL ET AL. 11
